Objective Obstructive sleep apnea (OSA) is assumed to influence the circadian blood pressure (BP) fluctuation, particularly causing nocturnal hypertension and changing the dipping pattern of nocturnal BP. This study aimed to clarify the triggers of the non-dipper pattern in nocturnal BP in Japanese patients with severe OSA (the apnea-hypopnea index ! 30/h). Methods Of 541 patients with OSA diagnosed using polysomnography (PSG) and ambulatory BP monitoring (ABPM), 163 patients <60 years of age (Younger group) and 101 patients ! 60 years of age (Older group) were stratified into the dipper or non-dipper pattern groups. Results A logistic regression analysis was performed using a non-dipper pattern as a dependent variable. A multivariate analysis demonstrated that the cumulative percentage of time at saturation below 90% was the only independent risk factor for the non-dipper and riser patterns in the Younger group (odds ratio, 1.022; 95% confidence interval, 1.001-1.044; p=0.035), whereas slow-wave sleep (odds ratio, 0.941; 95% confidence interval, 0.891-0.990; p=0.019) and the use of angiotensin-converting enzyme inhibitors or angiotensin II receptor blockers (odds ratio, 2.589; 95% confidence interval, 1.051-6.848; p=0.039) were risk factors in the Older group. Conclusion These findings suggested that the degree of desaturation in young OSA patients and sleep quality in old OSA patients might influence the dipping patterns in nocturnal BP.
Introduction
Obstructive sleep apnea (OSA) is assumed to influence the development of hypertension (1) and circadian blood pressure (BP) fluctuation patterns (1) (2) (3) . OSA is well known to elevate the nocturnal BP, which is characterized as nondipper and riser patterns, and to cause organ damage (4, 5) .
This study aimed to clarify the triggers of non-dipper and riser patterns in nocturnal BP in Japanese patients with severe OSA. 7pa ents with atrial brilla on 8 pa ents had moderate-to-severe valve heart disease 4 pa ents with respiratory disease 5 pa ents with renal disease gender, age, height, weight, body mass index (BMI), and the use or non-use of antihypertensive agents, diabetes drugs, including insulin, and lipid metabolism disorder drugs at the first visit. Daytime sleepiness was also assessed using the Epworth Sleepiness Scale (ESS), Japanese version (6) . The patients with atrial fibrillation, those with moderateto-severe heart valve disease, those with respiratory disease, those with renal disease, those <18 years of age and those with insufficient data were excluded from this study (n=40). Ultimately, 264 Japanese patients were enrolled into this study.
Materials and Methods

Subjects
All patients diagnosed with SDB had OSA and had not previously received OSA treatment. Based on the results of an earlier study demonstrating the association of SDB with hypertension in patients <60 years of age (7), our study patients were stratified into the following groups: patients <60 years of age (Younger group, n=163) and those ! 60 years of age (Older group, n=101).
The present study was performed in accordance with the ethical principles set forth in the Declaration of Helsinki. The study protocol was reviewed and approved by the Institutional Review Board of the St. Marianna University School of Medicine and implemented in compliance with the Personal Information Protection Law (Ethical Committee Approval Nos. 1142 and 1603).
Blood parameters
Blood samples were collected for measuring the serum concentration of fasting plasma glucose, glycosylated hemoglobin, triglyceride, high-density lipoprotein cholesterol, low-density lipoprotein cholesterol and creatinine in the fasting state at the first examination. Diabetes mellitus was defined as glucose ! 126 mg/dL in the fasting state or glycosylated hemoglobin ! 6.5% according to the National Glycohemoglobin Standardization Program. Patients with lowdensity lipoprotein cholesterol ! 140 mg/dL, high-density lipoprotein cholesterol <40 mg/dL or triglyceride ! 150 mg/ dL and those who were receiving lipid metabolism disorder treatment were defined as having dyslipidemia. According to the recommendation of the Japanese Society of Nephrology, the estimated glomerular filtration rate (eGFR) was calculated as follows: eGFR (mL/min/1.73 m 2 ) = 194× Cr -1.094 × age -0.287 (×0.739 for women) (8) .
Evaluation of sleep-disordered breathing
Polysomnography (SleepWatcher , Compumedics, Abbotsford, Australia; or Polymate , Miyuki Giken, Tokyo, Japan) was employed to evaluate SDB. A nasal cannula was placed at the nares to measure the respiratory airflow using a disposable airflow sensor; a strain gauge sensor monitored respiratory movements of the chest and abdominal walls. Arterial oxygen saturation (SpO2) was measured with a pulse oximeter detecting the percentage of oxygenated hemoglobin in arterial blood by two wavelengths of light transmitted to the finger to extract the pulse wave component according to the heart beat (9, 10). The results obtained during sleep were manually analyzed by laboratory technician specialists using the Rechtschaffen and Kales criteria (11); breathing events and cessation of airflow for 10 seconds or longer were recognized as apnea. Hypopnea was defined as an obvious reduction in airflow (less than 50%) for 10 seconds or longer compared with stable breathing before and after an event and decrease in oxygen saturation of 3% from the baseline or when the event is associated with arousal (12) . AHI is defined as the frequency of apnea/hypopnea per hour. Low-oxygen exposure was defined as SpO2 <90% and the rate of SpO2 <90% (cumulative percentage of time at saturation below 90%, CT90%). The non-REM sleep stages 3 and 4 was defined as slow-wave sleep (SWS) in the present study.
Blood pressure measurement in a doctor's office
Each patient sat in a backed chair in the doctor's office without crossing their legs for a few minutes. BP was then measured using the brachial artery by physicians with electric automated manometers (Omron Healthcare, Kyoto, Ja- pan; or Terumo, Tokyo, Japan); its accuracy was comparable to the BP measured with the auscultatory method using a mercury manometer. BP was measured during the usual outpatient consultation time between 1 PM and 5 PM after adjusting the height of the measuring table in order to keep the position of the cuff at heart level; the upper arm was then wrapped with a tourniquet (width, 13 cm; length, 22 cm). Two stable measurements were used for the average BP calculation. The BP at the first visit was evaluated.
24-h ABPM
Non-invasive ABPM was performed for 24 hours using an FM-800 (Fukuda Denshi, Tokyo, Japan) at 30-minute intervals (2). ABPM and PSG were assessed on two different days. The BP was measured by the oscilloscopic method with an automated BP cuff or by the Korotkoff method. The ABPM data were analyzed based on the method described by Kario et al. (13) . The following systolic BP (SBP) and diastolic BP (DBP) were measured: 24-hour BP, the average BP during the recording day; awake BP, the average BP during the rest of the day; and sleep BP, the average BP during sleep at night. The non-dipping BP pattern (ND pattern) was defined when the reduction in the awake SBP was <10% of the sleep SBP, whereas the dipping BP pattern (D pattern) was defined when the reduction in the awake SBP was ! 10% of the sleep SBP (14, 15) .
Statistical analyses
All measurements were indicated as mean ± standard deviation. The Mann-Whitney's U-test and Pearson's χ 2 test were used for comparisons between the D and ND patterns in the Younger and Older groups. Univariate and multiple logistic regression analyses were performed to determine the factors related to the ND pattern. Since there were significant differences between the D and ND patterns in the Younger and Older groups, the determinant factors for the ND pattern were analyzed in the BMI and CT90% in the Younger group and the use or non-use of angiotensinconverting enzyme inhibitors (ACE-I) or angiotensin II receptor blockers (ARB) and the rate of SWS and REM in the Older group. Statistical analyses were conducted using the JMP software program for Windows (version 10.0; SAS Institute, Cary, USA). Significant difference was set at a p value of <0.05 for the hazard ratio.
Results
Patients' characteristics (Table 1-3)
The patients' background characteristics are summarized in Tables 1 and 2 . Significant differences in the BMI in the Younger group (p=0.026) and the use of ACE-I/ARB in the Older group (p=0.034) were found between the D and ND patterns ( Table 2) . Table 3 shows the obtained sleep and BP data in the two groups. Table 4 A logistic regression analysis was performed using the ND pattern as a dependent variable ( Table 4 ). The parameters demonstrating significant differences between the D and ND patterns in the Younger and Older groups were evaluated. The results of a univariate analysis indicated a signifi- 
Evaluation of the ND pattern for each factor
Discussion
OSA is a known cause of nocturnal hypertension and a non-dipper or riser pattern (1-3). To our knowledge, only a handful of study reports have discussed the factors determining nocturnal BP fluctuation patterns in patients with OSA (16) . Analyzing the factors affecting nocturnal BP fluctuation patterns and providing appropriate therapeutic intervention will probably improve nocturnal BP fluctuation and prevent subsequent organ damage in patients with OSA. Several epidemiological studies have reported that the factors of OSA associated with the onset of hypertension vary among age groups (7, 17) . Therefore, in the present study, we divided OSA patients into two groups (patients <60 and ! 60 years of age) and then divided those two groups into two subgroups among patients in whom the mean 24-hour BP was nearly equal (no significant differences observed in the mean value) but the nocturnal BP fluctuation patterns were different (D pattern vs. ND pattern). We then analyzed the factors influencing nocturnal BP dipping patterns. In particular, we selected those patients with severe OSA to clarify the possible influence of OSA.
Differences between young and old OSA patients
The BMI and the degree of sleepiness were greater in the Younger group than in the Older group even though the 24-hour SBP and AHI were similar (Table 1 ). Significant differences were found in the morbidity of cardiovascular diseases, diabetes mellitus and renal dysfunction and in the use of antihypertensive agents. These findings are often seen in older SDB patients in the clinical setting (18) . In the younger generation, OSA is considered an independent factor for developing hypertension. However, some reports have suggested that OSA may independently trigger hypertension in individuals ! 60 years of age (7, 17) . The possible reasons behind this difference are as follows: 1) the factors associated with the onset of OSA vary by age; and 2) the influence of OSA on human bodies also differs by age (7) . There are some factors associated with the onset of OSA due to age, such as the degree of obesity, the structure and function of the upper respiratory tract and the respiratory control function (7). In general, older patients with OSA tend to have less obesity and a lower prevalence of hypoxemia than younger patients, even if their AHIs are similar (19) . Indeed, the patient background in the present study showed that the older patients with severe OSA tended to have less obesity and lower oxygen desaturation (CT90% and lowest oxygen saturation) than the younger patients with severe OSA.
Factors associated with the non-dipper pattern in severe OSA patients
Younger group
Our multivariate analysis demonstrated that CT90% was the only independent factor determining the non-dipper and riser patterns (ND group). Previous studies on OSA patients have shown that CT90% was associated with the onset of left ventricular hypertrophy (20) and CT90%, a parameter of SDB, was the only factor associated with brain natriuretic peptide in patients with chronic heart failure (21) . Other studies have also reported that OSA patients with a higher degree of obesity had a higher level of oxygen desaturation (22, 23) . Similarly, a correlation was confirmed between the BMI and CT90% in the present study (Younger group, R=0.502 and p<0.001; Older group, R=0.513 and p< 0.001). OSA causes negative intrathoracic pressure, hypersensitivity of the carotid body chemoreflex, hypoxemia and microarousal; these changes induced OSA-related nocturnal hypertension (24) . Accordingly, younger OSA patients who tend to have a higher degree of obesity (higher BMI) may be affected more profoundly by oxygen desaturation due to OSA than older OSA patients. The data obtained from the Younger group suggested that the depth and length of oxygen desaturation, represented by CT90%, might trigger a fall in nocturnal BP and lower nocturnal BP variability.
Older group
The rate of SWS is an independent factor influencing the ND pattern. During non-rapid eye movement (NREM) sleep, sympathetic nervous activity decreases, BP declines, and BP drops as the sleep stages deepen (25) . The results of a multivariate analysis in the present study showed that a decrease in the rate of SWS during NREM sleep was an independent trigger of the ND pattern. In one study conducted in healthy subjects, the deprivation of SWS resulted in a lesser extent of nocturnal reduction (26) . Decreased SWS might influence nocturnal BP fluctuations. In patients ! 65 years of age, decreased SWS was identified as a predictor for the onset of hypertension during the average follow-up period of 3.4 years (27) . The results of our study also support those of the earlier studies and suggest that a reduction in SWS may affect nocturnal BP fluctuations in older OSA patients.
The use of ACE-I or ARB was an independent risk factor in the occurrence of the ND pattern. In the present study, many older patients received ACE-I/ARB; of these, some additionally took other antihypertensive agents. These antihypertensive effects might have persisted in the daytime and ceased at night. Consequently, the 24-hour BP and awake BP in these OSA patients using ACE-I/ARB were relatively well-controlled, whereas the sleep BP was not wellcontrolled (28) .
Clinical implications of the results of this study
In severe OSA patients, the impact of OSA on the nocturnal BP fluctuation may differ by age. That is, even if the severity of OSA based on AHI is similar between younger and older patients, the degree of obesity and the level of hypoxemia differ between the two groups. This difference affects the nocturnal BP in OSA differently.
In clinical practice, continuous positive airway pressure (CPAP) therapy should be actively promoted in younger patients with severe OSA in order to improve desaturation caused by OSA. CPAP therapy improves the nocturnal BP fluctuation patterns and eventually contributes to the prevention of cardiovascular disease. However, whether or not OSA is a trigger for reducing SWS and shortening the duration of SWS in older OSA patients with an ND pattern remains unclear. Physiologically, SWS is known to decrease by age (29) ; however, one study indicated that CPAP therapy increased SWS (30) . Accordingly, CPAP therapy should be considered as a therapeutic option for older patients with severe OSA.
Study limitations
This study was a small, retrospective, single-center and cross-sectional. As such, a prospective study is needed. The disease duration of OSA was not considered in this study. The prognosis of the patients in this study was not investigated. ABPM has poor reproducibility, so whether or not ABPM data accurately reflect the original BP is debatable (31).
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